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Abstract 
Paternal postnatal depression (PND) is now recognized as a serious and prevalent problem, 
associated with poorer well-being and functioning of all family members. Aspects of infant 
temperament, sleeping and feeding perceived by parents as problematic are associated with 
maternal PND, however less is known about paternal PND. This study investigated 
depressive symptoms (Edinburgh Postnatal Depression Scale) in 219 fathers of infants aged 
from 1 to 24 weeks (median 7.0 weeks). Infant predictor variables were sleeping problems, 
feeding problems and both mother and father reported temperament. Control variables were 
partner support, other support and life events. Rigidity of parenting beliefs regarding infant 
regulation was also measured as a potential moderating factor. Infant feeding difficulties 
were associated with paternal depressive symptoms, subsuming the variance associated with 
both sleep problems and temperament. This relationship was not moderated by regulation 
beliefs. It was concluded that infant feeding is important to fathers. Fathers of infants with 
feeding difficulties may not be able to fulfill their idealized construction of involved 
fatherhood. Role incongruence may have an etiological role in paternal PND. 
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Paternal postnatal depression (PND) is increasingly recognized, by both researchers 
and practitioners, as an important psychological problem, with prevalence reported to 
approach that of maternal PND [1]. A meta-analysis of 43 studies conducted by US 
researchers estimated the rate of paternal depression to be 10.4% between the first trimester 
of pregnancy and one year postpartum. Between three and six months postpartum, the rate 
was estimated to be as high as 25.6% [2]. Paternal PND has serious impacts for father, 
mother and infant. For the father, PND in the first few days postpartum predicts continuing 
depressive symptoms two months later [3]. Paternal and maternal PND have been 
consistently reported to be strongly correlated [4,5], a finding that is not surprising given that 
depressive symptoms reduce capacity to support others, both instrumentally and emotionally 
[6,7]. Paternal PND has also been found to predict poor child emotional and psychological 
development as well as child psychopathology and behavioral problems, independently of 
maternal depression [8-12]. The accumulation of evidence regarding the high prevalence and 
substantial effects of paternal PND underlines the imperative to identify factors that might 
inform prevention and early intervention. The current paper examines relationships between 
infant behaviors, parenting belief systems and paternal PND in the early postnatal weeks. 
The Social Context of Fathering 
In Western societies there is now a widely held expectation that fathers of newborn 
infants will share household tasks and infant care [13-16]. The extent to which fathers 
actively participate in parenting, however, typically does not meet the emerging socially 
constructed image of “the new involved father” [17-21]. Nevertheless, many intact couples 
view equally shared parenting as the ideal [22], and fathers typically attempt to reconcile the 
new demands of parenting with the traditional role of breadwinner and protector [13,20,23]. 
Recent literature indicates that 21st century fathers often both want and expect to undertake 
involved parenting roles [4,24,25]. 
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There is, however, little guidance available regarding how these tasks should be 
undertaken or how roles might be renegotiated in the perinatal and immediate postnatal 
period [15,16,26]. Fathers typically cannot look to their own fathers as role models, nor are 
there any clear culturally sanctioned rules or norms; rather, families must negotiate roles 
themselves [14,18,27]. Further, the image of father as protector and breadwinner still 
resonates strongly, precipitating a sense of dual conflicting roles and responsibilities [16,23]. 
Research indicates that first time fathers identify a need for support in the role of new 
parenthood [26,28]. Yet both informal social support systems and those provided within the 
formal health system remain primarily focused on the needs of mothers and infants. Health 
professionals often focus upon the mother as primary parent, with little guidance or 
preparation for fathers regarding the substantial and often unexpected changes that 
accompany the transition to parenthood and the addition of a newborn infant to the family 
system [15,16]. Infant behaviors that disrupt social and physical functioning or challenge 
expectations may further increase the need for support, and emphasize any feelings of 
exclusion or inadequacy [15,29]. 
Social Support 
A systematic review by Wee et al. [4] identified the factors most commonly 
associated with paternal PND as partner depression, relationship quality and social support. 
Studies continue to corroborate these findings [30]. Recently, Don and Mickelson [5] 
provided empirical support for the proposition that the relationship between paternal and 
maternal PND could be attributed to reductions in spousal support and relationship 
satisfaction. Research also indicates that partner support may decrease immediately 
subsequent to childbirth. Claxton and Perry-Jenkins [31], for example, found that couples of 
young infants have less shared leisure time, and that this reduction was associated with 
4 
diminished feelings of love and increased conflict. More broadly, relationship proximity and 
satisfaction are reported to decrease over the transition to parenthood [32-36]. 
Paternal PND is also associated with reduced social support from family, kin, friends 
and health professionals [23,37,38]. Qualitative studies have found that whilst women often 
feel well supported in the peri- and postnatal period, men do not [28]. Health professions tend 
to privilege the mother’s role as primary parent, and address the mother when couples present 
together [14-16,18,26,28]. The arrival of an infant can signal the end of bachelorhood with 
regard to previous leisure activities, thus reducing opportunities for social support from 
friends [24]. Time spent with work-based friendship groups may also be diminished. In a 
study by Davey, Dziurawiec, and O’Brien-Malone [13] men reported a desire to share 
experiences, strategies and information with other men. Men who participated in a group 
intervention that facilitated social support by other men reported reduced levels of depressive 
symptoms and stress. Another study [39] found that family social support reduced the 
negative effects of parenting stress on teenaged fathers of infants. It is likely that infant 
behaviors that are encountered as physically or emotionally demanding for the parent would 
contribute to parenting stress, and amplify the extent to which family life and support systems 
change for new fathers. Similarly, negative life events have consistently been reported to act 
as stressors and can decrease access to support in the transition to parenthood [1]. 
Accordingly, both negative life events and low social support have been found to be risk 
factors for PND in mothers and fathers [40]. 
Infant Behaviors and Parent Expectations 
In early postnatal weeks infant behavior includes sleep-wake cycles that are of shorter 
duration than those in adults and high frequency of feeding. The extent to which infants self-
regulate with regard to crying, feeding, settling and sleeping is subsumed by the broader 
construct of temperament. Depressive symptoms in fathers and mothers have been associated 
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with difficult infant temperament [41-43]. In mothers, infant sleep problems in particular are 
reliably associated with increased depressive symptoms [44-48]. Mechanisms by which 
aspects of infant temperament may lead to parent psychological distress are readily apparent 
as the infant’s needs may be at odds with those of the parent. Reciprocal influence is also 
likely as depression adversely affects the quality of parent-infant interaction [49]. 
Parents vary considerably in the extent to which they believe that they can and should 
regulate or alternatively respond to infant behaviors. These alternative orientations have been 
termed facilitator and regulator. Facilitators attempt to adapt to the rhythms and self-
regulatory patterns of the infant, whilst regulators attempt to promote adaptation of the infant 
to a prescribed routine and structure [50,51]. A facilitator orientation in mothers is associated 
with greater flexibility and responsiveness regarding sleeping patterns, active and frequent 
response to infant cues regarding settling, and closer proximity of parent and infant at night 
[52]. Research indicates that regulation beliefs do not strongly impact upon maternal 
subjective well-being [52] or psychological distress [53]. A recent study, however, reported 
that regulation beliefs moderate the association of infant sleeping problems and maternal 
depressive symptoms [53]. More frequent sleeping difficulties were associated with increased 
depressive symptoms, and this effect was more pronounced for mothers with a regulator 
orientation. For mothers, similar effects were not apparent for feeding difficulties beyond 
those accounted for by sleep difficulties. Few studies, however, have investigated 
relationships between sleeping and feeding difficulties and PND in fathers. 
Paternal PND is also associated with unmet expectations regarding roles and family 
life subsequent to the birth of an infant [54,55]. Research examining contemporary 
fatherhood suggests that many fathers hold an ideal of father as involved co-parent [24]. In 
the early postnatal months, however, this ideal may be challenged as fathers find themselves 
taking on a secondary role. Infant feeding in general, and breastfeeding in particular, has been 
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identified as limiting father involvement to the extent that some feel shunned, isolated and 
inadequate [15]. As fathers can play an important role in promoting and supporting 
breastfeeding, with attendant psychological and health benefits for both mother and child, 
such feelings present particular cause for concern [56]. Changes in the couple’s relationship 
as the roles are renegotiated to accommodate the addition of an infant to the family system 
are also often unexpected [55,57,58]. Such upheavals may engender feelings of helplessness, 
powerlessness or confusion for the father. Conversely a sense of control has been associated 
with lower levels of psychological distress in the parents of young infants [40]. 
 In the present study, we investigated the relationship between paternal depressive 
symptoms and infant temperament, sleeping problems and feeding problems, whilst 
controling for the known psychosocial correlates of PND: partner support, other support, and 
life events. We also investigated the extent to which these relationships may be moderated by 
regulation beliefs. We expected that infant behaviors would account for variance in 
depressive symptoms over and above that associated with other social contextual factors, 
however no hypotheses were specified regarding which forms of infant behavior would have 
effect as there is currently insufficient empirical evidence. 
Method 
Participants 
Fathers (N=219) were recruited through mothers of infants aged 0 to 24 weeks 
(median 7 weeks) at general medical practices and child health clinics in Brisbane, Australia. 
Mean father age was 32.7 (SD = 5.3), 83.9% were married, 14.7% were not married but 
living with their partner, and 44.0% held a university degree or above. Regarding cultural 
background, 79.2% specified Australian and 8.8% specified English or Irish. For the 
remaining 12.0% a diversity of cultural identities were represented. Compared with the 
general Australian population in the reproductive age group (20-45) the fathers were more 
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highly educated and more likely to be in a registered marriage [59]. Approximately 70.2% of 
infants were exclusively breastfed and a further 18.2% were breast and bottle fed. Regarding 
infant gender, there were 109 boys and 109 girls with gender not specified in one case. 
Measures 
Measures were adapted from the Avon Longitudinal Study of Parents and Children 
(ALSPAC) [60], an ongoing longitudinal study of approximately 10 000 children and their 
parents. All measures are father-report except infant temperament, for which mother and 
father report are used. These measures have undergone extensive checking and review to 
ensure that items are ecologically appropriate and valid. Methods used to check validity have 
included review by expert panels and triangulation with other data [60]. Some of these 
measures exhibit low Cronbach’s alpha values. In recent years, however, psychometricians 
have noted that Cronbach’s alpha is sometimes not an appropriate measure of reliability 
[61,62]. Cronbach’s alpha measures shared variance amongst scale items with the assumption 
that this shared variance is due to the influence of a latent construct, that is, some underlying 
fundamental factor. In the present study some scales were not constructed with the intention 
of representing latent constructs but rather take the approach of additive stressors, modeling 
on the optimality scoring often seen in obstetric literature [53,63,64,65]. This rationale 
applies to measures of sleeping problems, feeding problems, adverse life events and non-
partner social support. Alpha values for other scales are presented below. 
Temperament 
Temperament was assessed using the adjective checklist method [66,67]. Both 
Mothers and Fathers were asked the extent to which the following descriptors applied to their 
infant: placid (reversed), grizzly, fretful, demanding, angry, and unsettled. Responses ranged 
from very like (0) to very unlike (3). In the present study Cronbach’s α was .85 for mothers 
and .79. for fathers. 
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Infant Behavior 
Fathers were asked about infant sleeping and feeding behaviors. Sleeping behaviors 
canvassed were: getting to sleep at night; getting to sleep in the day; staying asleep; and too 
little sleep. Response options were (0) often, (1) sometimes, and (2) never. Feeding behaviors 
canvassed were: drinking too fast or slow; spills, posits or vomits; always being hungry; 
taking only small amounts; refusing milk; and lots of wind. Responses were (0) never, (1) 
sometimes, (2) often, and (3) always. 
Regulation beliefs 
Regulation beliefs were measured with a 6 item scale: picking baby up immediately 
will spoil him/her; young babies should be in their parents’ bed; cuddling a baby straight 
away when he/she cries makes him/her secure; it is important to develop a regular pattern of 
feeding and sleeping with baby; leaving a baby to cry when put to bed teaches him/her to 
settle; and babies should be picked up whenever they cry. Responses ranged from (0) 
strongly agree to (4) strongly disagree. Inspection of items indicates that high and low scores 
correspond to regulator and facilitator orientations as defined by Raphael-Leff [50,51] 
although items were not originally developed with reference to that framework. In the present 
study Cronbach’s α was .75. 
Partner Support 
Eight partner support items were: I have no one to share my feelings with; my partner 
supports me emotionally; my partner supports me in practical ways; my partner does not 
encourage me in caring for the baby; parenthood has brought me and my partner closer 
together; my partner no longer gives me attention; when I finish work my partner expects me 
to take the baby; and, I will take the baby and let my partner get on with something for 
herself. Responses ranged from (0) never feel this way to (3) always feel this way. In the 
present study Cronbach’s α was .70. 
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Other Support 
Social support from others: 4 items canvassed the extent to which fathers received 
support from their doctor, other parents, their child health clinic, and family and friends. 
Response options ranged from (0) never feel this way to (4) always feel this way. A response 
option of “not applicable” was also available and was scored 0 as it indicated that the context 
in question was not a source of support. 
Life events 
Negative life events were assessed through an inventory of events over the previous 
12 months: someone you knew died; partner, child, family or friend was seriously ill; you 
were ill; you or your partner had problems with work; you and your partner argued; you and 
your partner separated; you moved house; you had financial problems; and your baby was ill. 
The five response options ranged from (0) did not happen, to (4) affected me a lot. 
Infant feeding method 
Feeding method was assessed with the item “how has baby been fed since birth?” 
Response options were (1) breast only, (2) bottle only, (3) breast and bottle, (4) other. 
Father education 
Father education was assessed on a 7 point scale, ranging from (1) primary school to 
(7) University degree or above, with intermediate options as appropriate for the Australian 
educational context. 
Depressive symptoms 
Depressive symptoms were assessed with the Edinburgh Postnatal Depression Scale 
(EPDS) [68]. This 10 item measure has a response scale from 0 to 3 resulting in a score 
between 0 and 30. In the present study Cronbach’s α was .76. 
Procedure 
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Ethical approval was granted by a university human research ethics committee. Cross-
sectional data were gathered using surveys distributed to mothers or couples attending 
postnatal clinics at hospitals and community based clinics. Surveys were returned through 
reply-paid postage and did not require parent identity, although parents were given the option 
to identify themselves to be included in a prize draw. 
Statistical Analyses 
Focal analyses employed least squares multiple regression predicting paternal 
depressive symptoms. A histogram of residuals for the final regression model closely 
conformed to normality. Scatterplots confirmed that error variances approximated 
homoscedasticity. Pearson product-moment correlations were reported to allow direct 
comparison of zero-order correlations with semi-partial correlations derived from the 
regression analyses. A significance level of .05 two-tailed was employed. 
Results 
As almost all infants were either exclusively breast fed or mixed fed; this variable was 
dichotomised (exclusively breast fed, other). These groups did not differ with regard to levels 
of paternal depressive symptoms t(217) = 1.56, p = .120, d = 0.023, hence analyses were 
conducted with the sample as one group. Descriptive statistics and correlations between all 
measures are presented in Table 1. A series of hierarchical multiple regressions were 
performed to determine relationships of regulation beliefs, infant temperament (both mother 
and father report), sleeping behaviors, and feeding behaviors with depressive symptoms, 
yielding the results presented in Table 2. 
(table 1 about here please) 
Model 1 represents the baseline model which accounts for demographic factors and 
known psychosocial correlates of depressive symptoms. Predictors were infant age, infant 
sex, father age, father education, partner support, other support and life events. This model 
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was significant, F(7,211) = 5.66, p <.001, and accounted for 15.8% (adjusted R2 =.130) of the 
variance in EPDS scores. Model 2 investigated the additional variance associated with 
mother reported infant temperament, father regulation beliefs, and the interaction between the 
two. The purpose of this model was to ascertain the impact of infant temperament with less 
influence of the possible confound of reporting bias associated with paternal PND. This 
model did not account for significant additional variance, adjusted R2 =.135, Fchange (3, 208) = 
1.44, p =.233. Mother reported infant temperament was, therefore, not included in subsequent 
analyses. 
Model 3 investigated the additional variance associated with father reported infant 
temperament, regulation beliefs, and the interaction between the two. This model accounted 
for an additional 4.5% of depressive symptom variance, adjusted R2 =.164, Fchange (3, 208) = 
3.89, p =.010. As was the case for mother reported infant temperament, there was no 
significant interaction with regulation beliefs. Model 4 investigated the variance associated 
with father reported temperament, sleep behaviors and feeding behaviors, when combined as 
predictors in the same model. This model accounted for an additional 10.6% of depressive 
symptom variance above the baseline model, adjusted R2 =.214, Fchange (7, 204) = 4.22, p 
<.001. Feeding problems were not only a significant predictor but also accounted for almost 
all of the variance associated with sleeping behaviors and infant temperament; the beta 
weights for sleeping behaviors and father reported temperament became small and non-
significant in the presence of feeding behaviors. Interactions between regulation beliefs and 
infant behaviors did not reach or approach significance. 
(table 2 about here please) 
Discussion 
The present study sought to investigate relationships between infant behaviors (sleep, 
feeding, temperament) and paternal depressive symptoms whilst controlling for psychosocial 
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correlates. Consistent with previous research, partner social support and life events were 
significantly associated with depressive symptoms [5,23,40], although in regression models 
life events was the only significant predictor due to shared variance. The association of 
feeding behaviors with paternal depressive symptoms was considerably greater than that for 
sleeping behaviors or infant temperament. When entered into the same model the variance 
associated with sleeping behaviors and temperament was accounted for by feeding behaviors. 
These relationships with depressive symptoms were not moderated by regulation beliefs. 
A key finding is that infant feeding problems have particular salience in paternal 
depressive symptoms. This finding contrasts with research on maternal PND which indicates 
that infant sleeping problems are most salient [44,45,53]. Several explanations for the 
importance of feeding problems to fathers are proposed. Feeding is particularly germane to 
paternal role incongruence. Fathers may find themselves in the position of being both the 
main source of support for the mother and the primary breadwinner, whilst concurrently 
feeling responsible for undertaking as much of the childcare load as possible during waking 
hours [23]. In the case of breastfeeding, however, if the infant is not feeding well, the father 
may be unable to provide direct instrumental support and feel helpless or excluded [69]. That 
is, there may be incongruence between the father’s ability to participate and his perception of 
the ideal father role [70]. Incongruence between preconceived schemas and reality may be 
exacerbated by pre-existing parenting beliefs, such as the extent to which parents can and 
should regulate infant behavior. There is some evidence for this proposition regarding infant 
sleep problems and maternal PND [53]. Regulation beliefs, however, did not moderate 
associations between infant behaviors and paternal depressive symptoms in the present study. 
The findings suggest that regarding paternal PND, role efficacy and role strain may be of 
greater importance than parenting beliefs. 
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The findings of this study must be considered in the light its methodological approach. 
Firstly, as data are cross-sectional, no inferences regarding causal direction can be made. In 
early postpartum weeks, however, there is evidence that previously non-depressed mothers 
are more prone to PND if the newborn infant behaviors are encountered as demanding. 
Further, if parent expectation is modified depressive symptoms are likely to resolve [71,72]. 
Conversely, there is also research demonstrating that depressive symptoms in parents are 
associated with lower parenting effectiveness [73]. Second, while our study focuses on the 
dyadic relationship between infant behaviour and paternal depressive symptoms, the 
likelihood of multiple and reciprocal causal paths within family systems is acknowledged. 
While dyadic analyses contribute to the understanding of family dynamics [74], we 
acknowledge alternative methods that examine complex family systems [75]. Third, it is 
important to note that the rate of breastfeeding within the recruited sample was high. The data 
do not indicate if the effect size associated with feeding difficulties in the present sample 
would be maintained for exclusively bottle fed infants, where the father may be able to 
assume a primary role. Fourth, fathers were recruited through contact with their partners and, 
as a consequence, the sample was solely of intact couples among whom levels of relationship 
satisfaction and mutual support were likely higher than in the general population. 
Generalizability of the results is, in these ways, reduced. To understand the extent of the 
effect beyond intact and ostensibly harmonious couples would require recruitment of couples 
with manifest relationship disharmony, those living separately, or those in conditions of 
family stress. Finally, as most measures relied upon father report, the possibility of reporting 
bias associated with depressive symptoms cannot be discounted. 
Conclusion 
Our data indicate that within intact couples, infant feeding behavior is important for 
fathers’ emotional functioning in the early postnatal months. We suggest a likely explanation 
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is that feeding problems can isolate the father and limit his ability to fulfill expectations of 
highly involved fatherhood. The relatively high prevalence of paternal postnatal depression in 
contemporary Western societies is consistent with this suggestion. When the infant is 
breastfed this effect may be particularly pronounced. Given the significance of breastfeeding 
maintenance to infant well-being, this is a significant flag for intervention. Health 
professionals should be alert to the need for support and assistance to both mothers and 
fathers as primary parents of young infants. For fathers, social-emotional support and 
identification of ways of involvement other than feeding should be made an explicit 
intervention target. 
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Current knowledge on this subject 
 Rates of paternal postnatal depression approach those for mothers. 
 Active and involved fathering is increasingly accepted and expected. 
 Infant regulatory problems, especially sleep difficulties, are associated with maternal 
PND. 
 
What this study adds 
 Feeding difficulties were associated with paternal PND independent of psychosocial 
correlates such as social support and life events. 
 This association is not moderated by the rigidity of parenting regulation beliefs. 
 Given increasing expectations of involved fathering, role strain and role congruence 
for fathers may explain this association. 
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Table 1. Means, standard deviations, and intercorrelations for all measures. 
    1  2  3  4  5  6  7  8  9  10  11  12  13 
1  Infant age (weeks)  1  ‐.077  .048  ‐.005  ‐.050  ‐.011  ‐.005  .114  .082  .102  .187**  ‐.013  ‐.087 
2  Infant sex    1  .046  .039  .134*  .144*  ‐.117  ‐.032  .027  ‐.031  ‐.093  ‐.114  ‐.150* 
3  Father age      1  .176**  .006  ‐.105  ‐.097  ‐.089  ‐.048  ‐.043  .035  .047  .012 
4  Father education        1  .077  ‐.135*  ‐.093  ‐.093  ‐.019  .090  .086  .000  ‐.011 
5  Partner support          1  ‐.268**  ‐.258**  .010  .014  .118  .041  ‐.083  ‐.154* 
6  Other support            1  ‐.149*  ‐.011  .047  .017  .015  .094  ‐.094 
7  Life events              1  ‐.018  ‐.101  ‐.035  .061  .116  .356** 
8  Regulation beliefs                1  .004  .011  .010  .054  .047 
9  Tm                  1  .694**  .515**  .272**  .063 
10  Tf                    1  .604**  .374**  .169* 
11  Sleep behaviours                      1  .345**  .173* 
12  Feeding behaviours                        1  .361** 
13  EPDS                          1 
  M  8.24  1.50  32.74  5.41  18.32  6.09  8.31  13.28  5.65  6.03  3.05  5.51  3.70 
  SD  5.21  0.50  5.33  1.74  3.52  2.85  5.75  3.98  3.53  2.94  1.99  2.16  3.70 
Note: ** significant at the .01 level; * significant at the .05 level; EPDS = Edinburgh Postnatal Depression Scale; Tm = mother report infant temperament; Tf = 
father report infant temperament. 
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Table 2. Multiple regression analyses predicting depressive symptoms. 
Model  R  B  SE β p LB UB  sr 
1  .397  infant age  ‐0.072 0.048 ‐.101 .132 ‐0.166 0.022  ‐.101
    infant sex  ‐0.826 0.502 ‐.112 .102 ‐1.817 0.165  ‐.109
    Father age 0.035 0.047 .051 .456 ‐0.058 0.129  .050
    Father education  0.048 0.147 .023 .743 ‐0.242 0.338  .022
    Partner support  ‐0.100 0.078 ‐.095 .202 ‐0.254 0.054  ‐.085
    Other support  0.016 0.095 .012 .865 ‐0.172 0.204  .011
    Life events 0.209 0.045 .325 .000 0.120 0.298  .308
2  .418  infant age  ‐0.085 0.048 ‐.120 .081 ‐0.181 0.011  ‐.116
    infant sex  ‐0.835 0.501 ‐.113 .097 ‐1.823 0.153  ‐.111
    Father age 0.044 0.048 .064 .353 ‐0.050 0.138  .062
    Father education  0.067 0.147 .031 .650 ‐0.223 0.357  .030
    Partner support  ‐0.106 0.078 ‐.101 .175 ‐0.261 0.048  ‐.090
    Other support  0.019 0.096 .014 .848 ‐0.172 0.209  .013
    Life events 0.217 0.045 .338 .000 0.128 0.307  .317
    Regulation beliefs  0.068 0.063 .073 .281 ‐0.056 0.192  .072
    Tm  0.124 0.070 .119 .079 ‐0.015 0.263  .117
    RxTm  0.010 0.280 .002 .972 ‐0.544 0.564  .002
3  .450  infant age  ‐0.084 0.046 ‐.118 .067 ‐0.174 0.006  ‐.115
    infant sex  ‐0.794 0.472 ‐.108 .094 ‐1.725 0.137  ‐.105
    Father age 0.041 0.045 .060 .360 ‐0.048 0.130  .057
    Father education  0.032 0.140 .015 .818 ‐0.244 0.308  .014
    Partner support  ‐0.075 0.074 ‐.072 .310 ‐0.221 0.070  ‐.064
    Other support  ‐0.008 0.091 ‐.006 .932 ‐0.186 0.171  ‐.005
    Life events 0.215 0.042 .334 .000 0.131 0.299  .316
    Regulation beliefs  0.069 0.059 .074 .245 ‐0.048 0.186  .073
    Tf  0.237 0.080 .189 .003 0.080 0.395  .186
    RxTf  0.281 0.228 .080 .218 ‐0.168 0.730  .077
4  .514  infant age  ‐0.072 0.045 ‐.101 .112 ‐0.161 0.017  ‐.097
    infant sex  ‐0.554 0.464 ‐.075 .233 ‐1.468 0.360  ‐.073
    Father age 0.024 0.044 .034 .590 ‐0.063 0.111  .033
    Father education  0.027 0.137 .013 .846 ‐0.244 0.297  .012
    Partner support  ‐0.050 0.072 ‐.048 .486 ‐0.192 0.092  ‐.042
    Other support  ‐0.057 0.090 ‐.044 .529 ‐0.234 0.120  ‐.038
    Life events 0.191 0.042 .297 .000 0.109 0.273  .277
    Regulation beliefs  0.052 0.058 .056 .371 ‐0.062 0.166  .054
    Tf  0.088 0.101 .070 .383 ‐0.111 0.287  .053
    Sleep behaviors  0.047 0.148 .026 .748 ‐0.243 0.339  .020
    Feeding behaviors  0.453 0.119 .265 .000 0.218 0.688  .231
    RxTf  0.204 0.317 .058 .521 ‐0.422 0.829  .039
    RxS  ‐0.080 0.308 ‐.023 .794 ‐0.687 0.526  ‐.016
    RxF  0.144 0.247 .041 .561 ‐0.343 0.631  .035
 
Notes: Significant predictors shown in bold; Tm = infant temperament mother report; Tf = infant 
temperament father report; interaction terms are the product of respective z scores; RxTm = interaction 
of regulation beliefs and mother report infant temperament; RxTf = interaction of regulation beliefs 
and father report infant temperament; RxS = interaction of regulation beliefs and infant sleep 
behaviors; RxF = interaction of regulation beliefs and infant feeding behaviours; LB = lower bound of 
95% confidence interval of B; UB = upper bound of 95% confidence interval of B; sr = semi-partial 
correlations for each predictor. 
 
